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Section of Endocrinology with Section of Radiology
Recent advances in radiology have enabled the diagnosis of many adrenal lesions to be made with much greater precision than hitherto. The techniques now available include the following, all of which have been used at St Mary's Hospital in different problems: simple X-ray and tomography; high dose IVP with tomography; air insufflation; angiography -(a) aortography, (b) selective adrenal arteriography, (c) selective renal arteriography; selective adrenal phlebography; vena cavography; vena caval blood sampling and adrenal vein sampling.
The value of radiology and the methods to be used were discussed in the following clinical lesions and syndromes: Addison's disease; Wolman's disease; suspected neuroblastoma (presenting as abdominal mass, or secondary deposit); Cushing's syndrome; primary hyperaldosteronism (Conn's syndrome); noradrenalism (phliochromocytoma); adrenogenital syndrome.
After a general discussion of the lesions listed special attention was paid to the problems of diagnosing the small tumours in Conn's syndrome, and the great value of adrenal phlebography was emphasized and illustrated. The radiological diagnosis ofphiochromocytoma was discussed in detail. The value and limitations of air insufflation were discussed. Experience with angiography with particular reference to selective renal arteriography was described. Special reference was made to ectopic and nonvascular phwochromocytomas. The value of vena cavography and that of vena caval blood sampling were illustrated by several cases.
An unusual case ofectopic pheochromocytoma was described. After multiple investigations the lesion was eventually demonstrated to lie between the aortic arch and left auricle and was successfully removed by Mr Lance Bromley. In this particular patient, in addition to the usual examinations, it was necessary to undertake selective left ventricular angiocardiography and coronary arteriography before the lesion was correctly localized.
Dr Louis Kreel (Radiology Department, Clinical Research Centre, Watford Road, Harrow, Middlesex, HAI 3UJ) Gynscography Gynaecography, or pelvic pneumography, was first described by Goetze (1918) and is particularly useful in the diagnosis of conditions producing infertility and menstrual irregularities (Stevens 1969 , Kreel et al. 1969 . As well as for the diagnosis of the Stein-Leventhal syndrome of polycystic ovaries, it has proved valuable in some cases of ovarian dysgenesis and ovarian atrophy (Kreel 1970) .
The method can be summarized as follows:
(1) Exclude pregnancy by test before examination.
(2) Give cleansing enema. This procedure outlines the uterus and ovaries in the centre of the gas-filled pelvic cavity (Fig 1) . The ovaries are normally ovoid and smooth in outline and lie laterally. The ovarian index is determined by multiplying the length by the breadth of each ovary; the normal range is 4-14.
The uterus is seen end on and its anteroposterior diameter can be up to 5 cm. The bladder is seen anterior to the uterus and the colon shadows posterior to it. If the gas is injected retroperitoneally the appearance is that of a bare pelvis (Fig 2) .
Conditions Demonstrated by Gynwcography
These are: normal uterus and ovaries; enlarged ovaries associated with cysts in polycystic disease (Stein-Leventhal syndrome); abnormally small ovaries; streak ovaries and uterus; absent uterus; mass lesions particularly in association with endocrine syndromes.
Enlarged ovaries: In the Stein-Leventhal syndrome, enlarged ovaries can be recognized not only because the ovarian index is greater than 14 Section ofEndocrinology with Section of Radiology 297 but also from the typical appearance of elongated ovaries. Cysts may be seen on the ovaries even when they are not enlarged.
Small ovaries: In ovarian atrophy and ovarian dysgenesis a marked reduction in ovarian size can be seen, usually to less than 1 cm2, but sometimes with aperfectly spherical contour caused by a small associated cyst. In ovarian dysgenesis the uterine shadow is also extremely small and the ovaries and uterus have a typical streak appearance ( Fig  3) . In some cases of ovarian dysgenesis the uterus is relatively normal in size, probably due to stimulation with cestrogen therapy.
Other ovarian and uterine abnormalities can also be demonstrated, such as absence of a normal uterus, or bicornuate uterus. In the latter case the normal uterine shadow is not visible but on the lateral pelvic wall two rounded contours can be shown on each side, one representing the ovary and the other a horn of the uterus.
Pelvic masses: A number of pelvic masses have now been demonstrated which were undetected by manual examination, even under general anesthetic. These include a myoma on a stalk appearing as a third ovary, a large tumour in the broad ligament which proved to be a dermoid and a large ovarian tumour producing a masculinization syndrome. These tumours can be localized and measured.
Gynecography has also been used to diagnose a hydrosalpinx after hysterectomy and to diagnose pelvic endometriosis. In the latter condition it showed multiple irregular nodules on the pelvic wall and around the ovaries and ligaments.
Gynecography is thus a useful and simple technique in which the size, shape and position of the uterus and ovaries can be delineated and measured.
